Background/purpose: The Diabetes Mellitus (DM) is considered one of the main causes of death for non-communicable chronic diseases (NCCD) in the world, stating a considerable prevalence in Brazil as well. Therefore, the purpose of this study is to analyze the satisfaction of the DM patients taken care at public primary health system in the state of Rio Grande do Norte (RN), and also, to present the situation about the services offered to these patients. Methods: This is a descriptive study, using data from "External Evaluation Instrument of Access Improvement and Quality of Primary Care Program" (known as PMAQ-AB), regarding the state of RN, as held from May to August of 2012, with a total of 119 attendees. Results: In accordance with the patients, the primary health care unity (PHCU) works on days and shifts correctly (84%) and such timeframe comply with their needs (82%), with an average of waiting time on about 31 minutes and rendering sufficient time with the doctor (89%), although insuch appointment the patients don't have their feet examined (82,4%) or receive proper advice about feet care (63%). Only five users (4,2%) needed to pay for medication and almost 80% have considered the health care provided as good or very good.
INTRODUCTION
The Non-Communicable Chronic Diseases (NCCD) are the leading causes of death worldwide, accounting for 63% of deaths in 2008 1 . It is noteworthy, by all means, the NCCDs are prone to occur with certain predominance on the low and middle income average countries 2 . From this perspective, such diseases began to lead the causes of death ranking Brazil, since the 80´s 3 . These NCCDs constitute to a real problem of greater magnitude of public health, since they are responsible for 72% of death causes, as the diabetes to render the main responsible roleon about 5.2% of such deaths, reaching a great deal on those who belong to vulnerable groups such as the elderly, low education literacy and income 4 .
Occupying one of the four causes of death inured to NCCDs, it is estimated that diabetes mellitus, in 1995, had peaked around 4.5% of the world adult population and in a perspective of 2025 it is expected to reach the index of 5.4%, and escalating in the number of cases in developing countries 5 . A multicenter population-based study conducted in 1988 6 , within nine state capitals had evidenced the prevalence of diabetes among the ages of 30-69 years old to reach 7.6%, as the South and Southeast regions the place where there are the highest prevalence rates of diabetes mellitus.
The data of mortality from diabetes in the population in general, reveal the magnitude of such disease. According to the data of DATASUS 7 , Brazil, in 2011, had evidenced a mortality rate of 30.3 per each group of 100,000 inhabitants. In the Northeast, such figure shows a little higher rate if compared to the national mortality, reachingthe mortality around 36.9 per 100,000 inhabitants. In Rio Grande do Norte, the mortality rate reaches 43.7 per 100,000 inhabitants, a considerably higher number from the two previous data numbers.
The diabetes is a group of metabolic diseases featured by hyperglycemia and associated complications, disorders and failure of various organs, particularly eyes, kidneys, nerves, brain, heart and blood vessels. Such hyperglycemia may result from defects in secretion and/or the action of insulin, linking specific pathogenic processes, for instance: destruction of pancreatic beta cells, resistance to insulin action, insulin secretion disorders, among others 8 . It is a disease of well-defined diagnostic criteria, however inured from a complex treatment, onceits approach requires pharmacological treatment and changes in the patient's lifestyle 9 .
Due to the presence of high morbidity and mortality rates, the prevention of diabetes and its complications, to the date, is a public health priority. Upon such scenario, the primary care focuses on prevention of risk factors for diabetes, such as physical inactivity, obesity, unhealthy eating habits, identification and treatment of high-risk individuals for diabetes, thus constituting the primary prevention, which includes the National Program of Health Promotion (NPHP), created in 2006. As the secondary prevention focuses on identifying certain undiagnosed cases of diabetes for the proper treatment, in the meantime tertiary prevention intensifies the treatment of patients already diagnosed, focusing on preventing acute and chronic complications 10 . Additionally to these forms of prevention, the access assurance, the utilization of health care and the quality of the rendered service are essential in order to reduce diabetes complications 11 .
Regarding assistance quality, towards the access assurance and utilization of the health services, it can be highlighted a few studies. A study conducted in the Municipality of Francisco Morato (SP) 12 , as it assessed the quality of care in the following aspects: service utilization, quality of the appointment, lifestyle. The results showed a precarious access to health services, which is, among the 64 patients users of the Family Health Program (FHP), 17 (26.6%) said they had no access to health services and betweenthe patients who had access, 25 (53.2%) commuted to basic units or hospitals in other municipalities and only 15 (31.9%) were treated at the local FHP. Another study, once conducted in Santos (SP) (13) showed a distance between what is recommended in primary care services and what is actually rendered. It was found among patients diagnosed with diabetes 78.8% did not receive on a regular basis the visits from the Health Strategy Team (HST). It also pointed out that 90.7% of diabetic patients did not report any participation in educational groups, and 57.9% of those who handed over medicines were acquired in public health services.
Therefore, the key feature of such study is to render analysis towards the care attention and satisfaction of the user bearer of diabetes mellitus in regard to the basic health care attention in Rio Grande do Norte. It is valuable to note the permanence of PCT in the program to be subject to the compliance of certain criteria, such as the monthly supply of the Primary Care Information System; not to be downgraded in more than one standard deviation throughout three months or more upon the score indicators; visual identification as defined by the Ministry of Health, containing such information as the services offered by the portfolio of the team, the working hours of the Basic Health Unit, the name and shift of professionals; among other criteria 14 .
As another phase of the program, the development, it consisted in the stage of development of the set of actions which would be undertaken by primary care teams, by municipal and state administrations and the Ministry of Health. At such stage it was organized into four dimensions: self-assessment, monitoring, permanent education and institutional support 14 .
The external evaluation instrument, once taken the third phase of the program, is organized into three modules. Module one refers to the observation 
Population and samples
In RN, the adherence to PMAQ-AB incurred to 370 Basic Health Units (BHU) and to 412 Primary Care Teams (PCT), equivalent to 34.1% of BHU and 43.87% participation of PCT in the state wide. The source population from such study consisted in 1,650 BHU adult users, of which only 119 met the admittance criteria: to be bearer of diabetes mellitus as diagnosed by a doctor. There hadn´t been any exclusion criteria for such sample composition, since the sample was casually performed, among those members present at the BHU at the time of the interview 15 .
Data collection
The users were interviewed in the Basic Health Units (BHU), as previously performed by a pioneer study for instrument validation. Upon this perspective, the data were collected by trained interviewers and capable for such task, via surveys in electronic format, available on tablets. Such surveys, by all means, had been properly prepared by renowned research institutes in Brazil, with the approval of Ministry of Health. The application was validated by a digital tool, following the date of confirmation protocol, the correspondence between geographic coordinates and the site of application, time of application and filling in all questions, the percentage of "do not know" and "no response".
Variables
In order to enhance the knowledge of the sample and to achieve the proposed objective, the following variables were considered: socio-demographic variables (age; sex; color or race; literacy; years studied; family income); working days of the unit on a weekly basis, as well as the operation to meet the need of users; turnaround time for the user to be heard; sufficient time for the user to talk about their problems or concerns with the doctor; the feet care examination by the doctor in the last six months; the proper modus of acquisition of the medication for diabetes; evaluation of the care taken by the health team; assigned note for the satisfaction upon the care received in the unit.
Analyzed Data
The data were analyzed by descriptive measurements, pursuant absolute frequencies and percentages for qualitative variables, and quantitative variables were described by average figures and standard deviation. For the sake of processing and the data analysis, it was used the IBM SPSS program for Windows, version 17.0.
Ethical Aspects
The multicenter study was approved by the Research Committee on Ethics 
RESULTS
Out of 1,650 adult users surveyed in this study, only 119 (7.21%) patients were diabetes mellitus bearers, once diagnosed by the doctor. From these users, the vast majority were female, of nonwhite ethnicity (Afro-Americans, yellow, brown, indigenous, etc.) and with an average age of approximately 53 years (as Table 1 ).
Additionally, most of the users had less than four years of study, resulting in a large percentage of individuals who are illiterate or could barely sign their names. As for the family income, most of them had an income of up to three minimum wages. When the participants were surveyed regarding the working hours of the health unit, 100 participants (84%) claimed the unit worked properly for five days a weekand 16% of them stated that the unit did not work five days a week or did not know/ no response. Such availability of the evaluated units was sufficient to comply with the needs of 98 (82%) of the participants. The rest of the surveyed indicated not to be enough or did not know / no response. In regard to pharmacological care of the disease, 92 (77.3%) bearers reported having access to free medicine. Only five patients (4.2%) had to pay for the medication. 22 participants (18.5%) reported having access to medication by other means not specified or furnished answers which was not applicable.
In the opinion of the participants, the care rendered by the health team was positively evaluated by 78.2% of surveyed (20.2% considered very good and 58% considered good). Only four of them (3.3%) had considered the care bad or very bad. 22 participants (18.5%) considered regular care.
Finally, it was requested to the surveyed to assign a grade from zero to ten in evidencing their satisfaction with the care received in the unit; most of them had assigned a higher score rather or equal to eight. Only a minuscule portion of bearers assigned a lower score than five. The average grades assigned was 8.35, with a standard deviation of 2.22 (Graphic 3). 
DISCUSSION
It was observed in this essay, the estimate of diabetic patients is above the estimate ratio for Brazil (5.9%) in 2013, according to the International Diabetes Federation 16 . On the one hand, when comparing the estimate of diabetes in Rio Grande do Norte (7.1%) across the Northeast ratio (10.7%), it is clear that Rio Grande do Norte has a lower ratio 17 .
Regarding the socio-demographic data, the interviewed patients indicate female as the predominant profile, adults, low education level and having a low family income. In this study, the diabetic women ratio was significantly higher than men, as in other studies [18] [19] . It is taken into the account that the lower ratio of diabetes in men, as a matter of fact, is carried out of this certain stream line to be connected to the work or given into a lower priority to those users. Regarding the age, studies have indicated that the elderly (> 65 years) present a higher ratio of diabetes 19 , while the under-25s individuals indicate the lowest ratio. Such findings haven´t been fully verified in this study, once the most common ratio ranks upon the age between 51 and 70, while less common age to remain below the 30 years old. Once the diabetes to be taken as a multifactorial disease associated with poor quality living habits, such as physical inactivity and improper diet 9 , the fact of which there are a considerable number of individuals below 65 years with the given disease may indeed be associated with the current lifestyle society trend, as becoming increasingly harmful to health, triggering such diseases at earlier ages.
As per the literacy rate, it was found that most of the diabetic users have a low educational level, as evidenced by the low literacy rate, and especially the low number of years of study. Such information was reported in other populational studies [18] [19] . In association with the income, it was shown the diabetes rate to be higher in the population whose family was up to three minimum wages, in other words, upon low family income. This result is similar to the oneas seen in another Brazilian survey 12 , let alone discrepancies as found by Passos et al 18 . There is a possibility of these data (low educational level and low monthly family income) not to be directly related to diabetes, but to match the patient profile which sources the public health services, since there is a certain tendency in our country that people from higher economic level will eventually seek private services. The low literacy rate can be a finding as much precise as influenced by the difficulties imposed by the low revenue in contrary to the quality education.
Regarding the access to health services, a positive finding in the study was the fulfillment of the number of days set by the Ministry of Health for working hours of the basic units 20 and, for the majority, the number of days to be adequate towards their needs.
In relation to the waiting timeframe, the Ministry of Health brochure regarding "Attendance of Health Production Practices" 21 says that this type of service requires the determination of service agility. Furthermore, as the "Schedule of Rights from the Health Users" 22 , also inured to Ministry of Health, entitles the citizen to have an agile treatment, an appropriate technology and a trained multidisciplinary team, so the health care to suit the scenario in order to avoid delays in queues. This waiting timeframe to be attended was one of the aspects which had the lowest level of satisfaction by users in the Worldwide Health Survey 23 . Thus, we can say that such variable was leaning forward very positively on this study, once the participants were treated on an average of about half an hour. The fact that the appointment turnaround time with the doctor is considered as sufficient for most users is a positive finding, although this timeframe has not been used to feet examination of the bearers patients neither to alert them about proper feet care.
Noteworthy both the compliance with the recommended operating hours and the establishment of an appropriate attention to be key features, it must be obeyed by the BHU in order to be entitled in PMAQ-AB 14 . With this in mind it leads us to conclude that the teams that did not fit or that no longer obey such rules were not part of the study, enticing as an important bias. was not observed as something to be sufficiently achieved in this study as well.
Taking into accountthe probability of 25% development of diabetic foot throughout the lifetime for those patients 26 and about 20% of hospitalizations related to diabetes to remain due to problems in the lower limbs 27 , it can be dimensioned the huge gap of the quality of service faced by diabetic users.
Considering the physical examination of the diabetic foot to bean assignment of doctors and nurses (mostly medical inured) 25 , it can be assumed these professionals are being negligent towards the proper care of patients, not
to mention the size of the morbidity which can be caused from the lack of feet examination. In terms of guidance regarding the feet, the same negligence can be pointed out to all BHU wise, from medical professional to the community health agent.
In the study, it was also evidenced the use of drugs to control the disease as being part of most of the patients, as half of them manage to get the medicine in the health unit. The receipt of medicine at the same health station is directly involved with better resolution of the disease 28 not to mention the free receipt of it, from one way to the other, it impacts in a higher attendance of a second time appointment in the same unit 29 . As otherwise defined in Francisco Morato´s essay 12 , of which more than half of patients didn´t use to receive the medicine in the unit and 63% reported a monthly disbursement of such drug, as only a small portion of the users surveyed in the state health units need to pay for the medicine. Thus, it was noticed a wide free access to pharmacotherapy, nonetheless, its acquisition (as held at the health unit) still needs to be improved.
Regarding the bearers assessment, as of the offered care rendered by the health professionals, the vast majority evaluated very well such subject. Similar results were found in the study of Santiago et al 30 , in the evaluation of the performance of the professionals it also indicated good levels of satisfaction.
Finally, in connection to the assigned grade towards user satisfaction upon the rendered care, the great amount of eight, nine and ten graders sets the level to a very high standard of satisfaction upon the surveyed participants. The results corroborate as the insights once observed in another study 30 , where the level of patient´s satisfaction, in general, was also considerably high. These results constitute prerogative of which probably encores the situation of primary care as shown to significant grounds of progress lately. Another possibility is that the satisfaction evaluation to peak in those mentioned high levels are due to the alleged lack of knowledge of users about their rights and end up being satisfied with a situation which is unequal from what it should be offered.
CONCLUSION
The socio-demographic profile of the surveyed diabetic patients from Rio
Grande do Norte within the participating units as per PMAQ-AB reveals a predominance of women aged from 51-70 years old with low literacy rate and low family monthly income. Despite there was no significant difference in the prevalence of diabetes among men and women in Brazil, the lower ratio of male may incur to the higher connection these man are with labor activities. Therefore, it is inured that, in the State wise, perhaps the working hours of the basic units in different times in order to cope almost exclusively to the required margin of such this population, increasing the male access.
It was observed the access, not only to both the health unit as the free medication handover, the acceptance and satisfaction of the general bearer with the proper care offered to them were highly regarded in terms of the aspects of the study, although there are some important biases which should be considered, such as the fact of only a portion of the study units complies with the remaining criteria in PMAQ-AB as well as the literacy rate of the participants (possibly interfering with SUS satisfaction analysis). However, there is a need for enhancements regarding physical examination, specifically in respect of feet examination. Regarding the last issue, most of diabetic patients were not even advised of the need for special attention to the feet neither of its possible implications, thus furnishing evidences to a failure in the process of promotion and to the health prevention. It is suggested, therefore, a considerable dedication of the BHU in relation to compliance with such items, especially from doctors and nurses.
Another relevant aspect towards health promotion and prevention could be related to a massive investment in public policies for the education of the population, which may trigger higher levels of general education and consequent better comprehension of the disease and its complications.
Finally, it may be highlighted the importance of such studies in order of evaluating the quality of service, enabling the recognition of the positive points, with a view to its perpetuation, and linked weaknesses, with the purpose of drafting new proposals to serve as a medicine to the difficulties and also to improve the assistance offered to the patients in general. Valuable to note, the number of surveyed patients represents only a small portion on the total number of diabetics who render use of public services in the State, reinforcing the need for further research with larger population coverage, in order to increase knowledge about the offered attention to the population with diabetes.
